Those authors reported Increased use of psychoactive substances such as cigarettes, marijuana, and alcohol after September 11, with markedly greater increases among those with PTSD or depression.^ They suggested that early intervention for reactions to a disaster might prevent enduring mental health problems, echoing studies of previous disasters.^* The study also reported that new users of psychiatric medication immediately after September 11 were often those with PTSD and panic attacks.^ Their study did not, however, find increased use of mental health services among those with PTSD in the first months after September 11.
In another study conducted shortly after who were living within 200 miles of the terrorist targets. They found that psychiatric patients were more likely to report symptoms of PTSD and that patients with PTSD were more likely to seek care for their reactions to September 11.
Studies of community responses to disasters have examined persistent effects among untreated persons living near a disas-ter® and how institutions farther from a disaster can be burdened by it.'' Proximity to a disaster may increase the influence of the disaster on patients' perceived health or use of health care. However, a study of health care visits in NYC that included veterans with PTSD or other mental disorders after September 11 found no increases in the number of visits.^ One possibility is that distressed patients might have come in not more frequently but for more intensive services (e.g., for 40-minute consultations rather than 20-minute consultations). Alternatively, given the resource constraints throughout the Veterans Affairs (VA) system, there might have been insufficient capacity to accommodate an increased demand for health care. In NYC, limited access to Manhattan when streets, bridges, and subways were closed might have created short-term barriers to health care.
Demographic features and other veteran characteristics can influence health status. Exposure to combat puts veterans at increased risk for post-traumatic stress symptoms,^ Boscarino'°o bserved increased heavy drinking by Vietnam War veterans, compared with Vietnam War era and other veterans; he hypothesized an association of this finding with PTSD symptoms. Extreme combat exposure occurred during World War II (54%) and the Vietnam War (41.4%), whereas lesser combat exposure occurred during the Korean War (31%) and the Persian Gulf War (18%)." Therefore, both period of service and combat exposure could factor into an individual's response to the September 11 attacks.
Because of the excess demands on the health care system during a disaster, one might expect that patient satisfaction would be decreased at such times. However, personal accounts often stress the value of a satisfying interaction in circumstances of extreme duress, one imbued with human kindness above and beyond the professional skills brought to bear. Although personal accounts of patient satisfaction with health care during a disaster offer valuable information, few systematic studies have been conducted, with none on the patient population of the VA health system. The purpose of this study was to assess site-specific differences in veterans' perceptions of their health and health care at two VA clinics, one in NYC and one in the Midwest, in the year after the events of September 11,2001.
Methods

Study Design
We surveyed veterans who used VA outpatient services during the year after September 11, 2001. Veterans seen in NYC and others in the Midwest were surveyed in a retrospective crosssectional, quasi-experimental design.
Lists of outpatients for the year after September 11, 2001 (September 12, 2001 to September 30, 2002), were stratified by site and randomly sampled. Surveys were mailed in October 2002. Reminder postcards and a second survey were sent to corrected addresses and nonresponders after a 2-week waiting period, following a modified Dillman approach.'^'^ In all, 766 surveys were delivered to valid addresses and 585 were returned, including 490 completed surveys. The response rate among delivered surveys was 64%. The most common reason for nondelivery given on returned uncompleted surveys was that the individual had left the homeless shelter listed in the address.
Before initiation of the study, institutional review board approval was obtained from review boards at both sites. The mailing lists and return envelopes were destroyed prompdy, to protect the identity of the surveyed veterans. The review boards waived written informed consent requirements because no other link to the respondents existed.
Measures
Outcomes
Perceived health status was assessed with two measures. The global health scale of the Medical Outcomes Study Short-Form Health Survey''''^ is a single item ranging from poor to excellent (range, 1-5); higher values indicate better health. The September 11-related symptoms measure asked patients whether they had any emotional or physical symptoms as a result of the events of September 11, with response choices of none, a few, some, and a lot (range, 1-4). For September 11-related symptoms, higher values indicated worse health.
We asked patients their perceptions of how the events of September 11, 2001, had influenced their access to health care. One question asked whether they had come to the VA system for care as a result of symptoms or problems related to September 11 (yes or no). Ease of access to care was assessed by asking whether the veteran could get an appointment as soon as desired (yes or no).
Three items assessed satisfaction with care on a 7-point scale ranging from completely satisfied (score of 7) to completely dissatisfied (score of 1), whereas a fourth requested an overall assessment of the quality of care received since September 11 on a scale of poor to excellent (scores of 1-5). The access and satisfaction items were adapted from the National Veterans Satisfaction Study.'P redictors Self-reported demographic variables included age, race, gender, marital status, education, period of service, and combat status. Race was sometimes reported on the survey as more than one ethnic category; therefore, three dichotomous variables indicated African American, Hispanic, and other non-Caucasian ethnicity, and more than one of these could be coded as true for a given individual.
Current mental health status was assessed with the Impact of Event Scale-Revised, which assesses current symptoms of PTSD. '^-'^ The scale includes 22 items assessing three domains, namely, avoidance, intrusiveness, and hyperarousal; these rep-resent three different modes of responses to traumatic events. The three domain scores are means of their component items and range from 0 to 4, whereas the composite PTSD score is the sum of these three domain scores and thus ranges from 0 to 12. Higher PTSD scores indicated worse mental health. The site of residence was determined by the color of the returned survey, which we had keyed to the two mailing lists.
Data Analyses
The data were analyzed with SAS 8.2 TS2M0 (1999-2001; SAS Institute, Cary, North Carolina). Multivariate regression analyses analyzed outcomes by site (NYC vs. Midwest), controlling for gender (male as reference group), age (in years), race (Caucasian as reference group), marital status (currendy married as reference category), Vietnam War era service, no reported military service, and PTSD symptom score. Linear regression analyses analyzed general health status, September 11-related symptoms, and four measures of satisfaction with care. Logistic regression analyses analyzed the dichotomous outcomes of seeking September 11-related care and getting a timely appointment. Sample sizes varied across analyses because of itemspecific missing data.
Results
Demographic Characteristics
The sample of 490 respondents was 96.3% male (469 respondents), with an average age of 64.5 years (range, 19-96 years; SD, 13.4 years); 46% were from NYC (226 respondents). Most were veterans of World War II (28%; 136 respondents), the Korean War (22%; 107 respondents), or the Vietnam War era (29%; 141 respondents). The racial composition was 75% Caucasian (363 respondents), 12% African American (59 respondents), 8% Hispanic (39 respondents), and 5% Asian, American Indian, mixed, or other race (21 respondents).
The veteran status was uncertain for 24 persons who did not report being in the service at any specific time. Most of these were in NYC, possibly because the VA clinic in Manhattan treated any victim of tiie attacks, regardless of veteran status. An indicator for these 24 cases was included in the multivariate analyses.
Altogether, 43% (205 respondents) reported being a combat veteran or serving in a hostile location. PTSD symptoms assessed with the Impact of Event Scale-Revised averaged 2.8, with a range of 0 to 12 (SD, 2.8). Thirty percent of the sample (135 respondents) scored moderate/severe for PTSD symptoms, with a score of >4. Only 6% (30 respondents) of the total sample, however, sought care for problems related to the attacks of September 11.
Bivariate Analysis Findings
Differences by site were found in racial composition, with significandy less diversity in the Midwest (91% Caucasian vs. 57% Caucasian in NYC) (see Table I for characteristics by location). Midwestern veterans were also less likely to be collegeeducated and more likely to be married. Veterans in NYC were nearly twice as likely as those in the Midwest to score high (>4) on PTSD symptoms (39% vs. 21%). The mean scores were 2.3 (Midwest; SD, 2.6) and 3.4 (NYC; SD, 3.0). Those seeking care as a result of problems related to the events of September 11,2001, were also more likely to be in NYC than in the Midwest (10% vs. 3%) in this bivariate (unadjusted) analysis. The outpatients in NYC reported more September 11-related symptoms(1.7vs. 1.4) and were less likely to report getting an appointment as soon as wanted (34% vs. 25%).
Previous research found that persons of Hispanic descent may be more sensitive to the effects of September 11,' leading us to assess the relationship between Hispanic ethnicity and PTSD symptoms. Persons of Hispanic ethnicity averaged 4.6 on the PTSD symptoms scale (SD, 3.2), appreciably higher than persons of other ethnicities, who averaged 2.6 on this scale (SD, 2.7). Hispanic ethnicity was included in all multivariate models.
Multivariate Analysis Findings
Global health scores were higher among veterans treated in NYC (3.7 vs. 3.4) but decreased with increasing symptoms of PTSD (overall FstaUstic = 4.67; df= 12, 407; p < 0.0001; I? = 12%). Those reporting no military service rated their global health status higher (4.3 vs. 2.7). Symptoms related to September 11 increased with symptoms of PTSD; they were also higher among Vietnam War veterans (1.8 vs. 1.6; overall F statistic = 38.7; dj= 12,406; p < 0.0001; i? = 530/0). Symptoms related to September 11 did not vary by site.
Patients in NYC expressed slightly more satisfaction that their provider listened to them than did Midwestern patients (5.85 vs. 5.56; overall Fstatistic = 3.45; dj= 12, 377; p < 0.0001; P? = 10%) but did not otherwise differ in their satisfaction with care or ratings of overall quality of care at the VA clinic after September 11, In contrast, veterans with more symptoms of PTSD, regardless of location, expressed less satisfaction with VA health care after September 11 (overall Fstatistic = 2,21; dj= 12, 375; p = 0,0107; i? = 7%), Patients with higher scores on the PTSD symptoms scale also expressed less satisfaction that they had a chance to explain the reason for their visit during their VA health care encounters (overall Fstatistic = 3,34; df= 12, 372; p = 0,0001; i? = 10%). Similarly, these patients expressed less satisfaction about whether their provider listened to what they had to say. Finally, patients with more symptoms of PTSD expressed less satisfaction with the overall quality of their care at the VA clinic (overall Fstatistic = 2,52; df= 12,380; p = 0,0033; R2 = 7%),
Seeking care for problems related to September 11 did not vary by site in the multivariate analysis, in contrast to the unadjusted model, although other factors were significant (Wald f = 41,96; d/= 10; p < 0.0001). The odds of seeking care for September 11-related problems decreased with advancing age (odds ratio [OR], 0.95; 95% confidence interval |CI], 0,91-0,998) but increased with symptoms of PTSD (OR, 1,67; 95% CI, 1,37-2,03).
The analysis of getting an appointment as soon as was wanted revealed significant effects of age, race, and PTSD symptoms but no relationship to site (Wald x^ = 41,06; d/= 12; p < 0,0001), Older patients were more likely to report getting an appointment as soon as they wanted one (OR, for age in years, 1.03; 95% CI, 1,01-1.05), whereas Hispanic patients were less likely to report this experience (OR, 0.27; 95% CI, 0,12-0,63), More symptoms of PTSD were associated with decreased likelihood of getting an appointment as soon as desired (OR, 0.92; 95% CI, 0.84-0,99),
Discussion
Very few differences by site were found in this study comparing VA outpatients in NYC with those in the Midwest, Evidence of inadequate ability to provide health care to NYC veterans was not found in patient perceptions of their health and health care. Although reports of less satisfaction from NYC veterans might have suggested such a problem, the fmding of more satisfaction was supportive of appropriate care delivery. Residents in the NYC area expressed more satisfaction in response to the question, "If you've been seen by a doctor or nurse at the VA since September 11, 2001, how satisfied were you that the doctor or nurse listened to what you had to say?" Their average score was close to "very satisfied." The perception by patients that their VA providers listened to them speaks well of VA efforts to provide care to an ever-increasing outpatient population, especially during this challenging period.
Respondents to this survey reported good to very good global health scores on average, with those in the vicinity of NYC reporting better health on this item. Such a favorable report is encouraging and may reflect achieving a sense of closure or fortitude, having endured a difficult year and passed the first anniversary of the September 11 disaster.
Psychologically vulnerable patient subpopulations described in the literature include Vietnam War veterans and Hispanic veterans. Vietnam War veterans in this study did, in fact, report more symptoms related to September 11, whereas Hispanic veterans felt they were unable to get an appointment as soon as they wanted after September 11. Treatment disparities for Hispanic veterans with serious mental illness were noted in previous research.^" Here again is a suggestion that the VA may need to work to ensure that these veterans receive the care they need. These indications of heightened distress and need occurred among patients who nonetheless reported satisfaction with their care at the VA clinic. In contrast, a certain resiliency seemed to be associated with increasing age. Older patients were less likely to seek care for September 11-related problems and more likely to report that they were able to get an appointment as soon as they wanted after September 11, A final, interesting, site-related result was the finding that 10% of NYC respondents sought care as a result of symptoms or problems related to the events of September 11, 2001, whereas only 3% of the Midwestern respondents did so. After adjusting for other factors, however, this apparent difference was no longer significant; all other things being equal, veterans at the two locations sought September 11-related care at essentially the same rates. Proximity was not a factor, A single factor, i,e,, PTSD symptoms, appeared to be at the heart ofthe fmdings of this survey. Overall self-reported health status, all four measures of satisfaction with care at the VA clinic, and the ability to get an appointment as soon as wanted were negatively associated with symptoms of PTSD, whereas seeking care for September 11-related problems and the experience of symptoms related to September 11 were positively associated. Veterans with more symptoms of PTSD felt themselves to be in worse health, were more affected by the disaster, expressed greater dissatisfaction, desired more care, and were less able to get the help they desired.
Somewhat at odds with tie results of Boscarino et al.,^ who found no increased use of mental health services among those with PTSD in the first months after September 11, was our fmding that veterans with symptoms of FTSD were more likely to seek care because ofthe attacks. The longer time frame is quite possibly the reason for this difference in findings. Perhaps looking back a full year later, patients felt they had needed help and been unable to get it. These vulnerable patients are at increased risk for exacerbation of their symptoms and may require special efforts in times of crisis, as well as long after the event.
Limitations of this study include a long period of recall, i,e., 1 year. Patients may have forgotten key experiences and may be recalling experiences from widely separated points in time, depending on when they saw their providers. This is unlikely to result in differentially elevated health or satisfaction scores in NYC, particularly because the magnitude of the disaster on September 11, 2001, would tend to sharpen memory. The sample obtained was not representative of the VA outpatient population, partly because only two sites were surveyed and particularly because homeless veterans were excluded. This factor might have affected the NYC sample more than the Midwestern sample, because homelessness is more common in NYC and might have increased immediately after September 11, Homeless veterans are more likely to suffer from mental disorders, and their scores might be expected to be lower.
Conclusions
Our modest survey suggests that patients in the VA health care system with symptoms of PTSD may require outreaeh programs to assist them in dealing with eatastrophic events, regardless of their proximity to the events. It is hoped that the results of this research will help the VA system in program planning for the health care needs of veterans after national disasters.
